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I *All the years should be written in the Japanese Calendar system. I

This claim form is for those who are within 2 months of their expected delivery date.
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Note:

*This application is for insured persons or their dependants who are expected to receive a Childbirth and Childcare Lump-sum Grant and are

within two months of the expected date of delivery. (However, childbirth abroad is not covered.)

*The application should be submitted directly to the Health Insurance Society without filling in the 'Section for employer' if the applicant is a

voluntarily continued member.

Documents required to be attached:

A photocopy of the Maternal and Child Health Handbook (the cover page with the name of the person delivering the baby and the page with the

expected date of delivery).






